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Section I: Introduction

Introduction to the Summary of Benefits
for Your Blue MedicareRx Plan

For January 1, 2014 - December 31, 2014

Thank you for your interest in Blue MedicareRx. Blue MedicareRx includes standard Medicare
Part D benefits supplemented with coverage provided by your former employer/union health plan.
Blue MedicareRx is referred throughout this Summary of Benefits as “plan” or “this plan.”

This plan is offered by Blue Cross and Blue Shield of Massachusetts, Inc., a Medicare Prescription
Drug Plan that contracts with the Federal government.

This Summary of Benefits tells you some features of our plan. It doesn't list every drug we cover,
every limitation, or exclusion. To get a complete list of our benefits, please call us and ask for the
"Evidence of Coverage."



You Have Choices In Your Medicare Prescription Drug Coverage

You are being offered this plan as part of your former
employer’s retiree benefits. As a Medicare beneficiary, you
can choose from different Medicare prescription drug
coverage options. You can choose from Blue MedicareRx
offered by your former employer, or an Individual
(non-group) Medicare Prescription Drug Plan. Another
option is to get your prescription drug coverage through an
Individual (non-group) Medicare Advantage Plan (MA) that
offers prescription drug coverage. If you enroll in an
Individual (non-group) plan, you may not be eligible to
enroll in your employer’s retiree plan in the future. Please
contact your former employer’s group administrator for
information on eligibility requirements for your retiree plan.

How Can | Compare My Options?

‘T'he chart in this booklet lists some important drug benefits.
You can use this Summary of Benefits to compare the
benefits offered by this plan to the benefits offered by other
Medicare Prescription Drug Plans or Medicare Advantage
Plans with prescription drug coverage.

Where Is This Plan Available?

As a member of your former employer’s retiree plan, you
may enroll in this plan as long as you live in the United
States.

Who s Eligible to Join?

You can join this plan if you are entitled to Medicare Part A
and/or enrolled in Medicare Part B and live in the service area.

If you are enrolled in a MA coordinated care (HMO or PPO)
plan or a MA private fee-for-service (MA PFLES) plan that
includes Medicare prescription drugs, you may not enroll in
a prescription drug plan (PDP) unless you disenroll from the
MO, PPO or MA PFFS plan.

Enrollees in a private fee-for-service (PFES) plan that does
not provide Medicare prescription drug coverage or a MA
Medical Savings Account (MSA) plan may enroll in a PDP.
Enrollees in an 1876 Cost plan may enroll in a PDP.

Where Can | Get My Prescriptions?

This plan has formed a network of pharmacies. You must
use a network pharmacy to receive plan benefits. We will
not pay for your prescriptions if you use an out-of-network
pharmacy, except in certain cascs.

'T'he pharmacies in our network can change at any time.

You can ask for a Pharmacy Directory or visit us at

http://Groups.RxMedicarePlans.com. Our Customer
Jare number is listed on the back cover of this booklet.



What If My Doctor Prescribes Less Than a Month's Supply?

In consultation with your doctor or pharmacist, you may
receive less than a month's supply of certain drugs. Also, if
you live in a long-term care facility, you will receive
lessthan a month's supply of certain brand and generic
drugs. Dispensing fewer drugs at a time can help reduce
cost and waste in the Medicare Part D program, when this
is medically appropriate.

The amount you pay in these circumstances will depend
on whether you are responsible for paying coinsurance (a
percentage of the cost of the drug) or a copay (a flat dollar
amount for the drug). If you are responsible for
coinsurance for the drug, you will continue to pay the
applicable percentage of the drug cost. If you are
responsible for a copay for the drug, a "daily cost-sharing
rate" will be applied. If your doctor decides to continue
the drug after a trial period, you should not pay more for a
month's supply than you otherwise would have paid.
Contact your plan if you have questions about cost-sharing
when less than a one-month supply is dispensed.

Does My Plan Cover Medicare Part B or Part D Drugs?

"T'his plan does not cover drugs that are covered under
Medicare Part B as prescribed and dispensed. Generally,
we only cover drugs, vaccines, biological products and
medical supplies associated with the delivery of insulin
that are covered under the Medicare Prescription Drug
Benefit (Part D) and that are on our formulary.

What Is a Prescription Drug Formulary?

"T'his plan uses a formulary. A formulary is a list of drugs
covered by your plan to meet patient needs. We may
periodically add, remove, or make changes to coverage
limitations on certain drugs or change how much you pay

for a drug. If we make any formulary change that limits our
members’ ability to fill their prescriptions, we will notify
the affected members before the change is made. We will
send a formulary to you and you can see our complete
formulary on our website at

http://Groups.RxMedicarePlans.com.

If you are currently taking a drug that is not on our
formulary or subject to additional requirements or limits,
you may be able to get a temporary supply of the drug. You
can contact us to request an exception or switch to an
alternative drug listed on our formulary with your
physician's help. Call us to see if you can get a temporary
supply of the drug or for more details about our drug
transition policy.

What Should | Do If | Have Other Insurance in Addition to

Medicare?

If you also have a Medigap (Medicare Supplement) plan
through your former employer, your Medigap plan benefits
will work with your Medicare Part D Plan. If you have an
Individual (non-group) Medigap policy that includes
prescription drug coverage, you must contact your Medigap
Issuer to let them know that you have joined a Medicare
Prescription Drug Plan. If you decide to keep your current
Medigap policy, your Medigap Issuer will remove the
prescription drug coverage portion from your Medigap
policy. This will occur as of the effective date of your
Medicare Prescription Drug Plan coverage. Your Issuer will
adjust your premium. Call your Medigap Issuer for details.

How Can | Get Extra Help With My Prescription Drug Plan Costs
or Get Extra Help with Other Medicare Costs?

You may be able to get extra help to pay for your
prescription drug premiums and costs as well as get help



with other Medicare costs. To see if you qualify for getting
extra help, call:

o 1-800-MEDICARE (1-800-633-4227). T'I'Y/T'T'D users
should call 1-877-486-2048, 24 hours a day, 7 days a
week; and see http://www.medicare.gov “Programs for
People with Limited Income and Resources” in the
publication Medicare & You.

e 'The Social Security Administration at 1-800-772-1213
between 7 a.m. and 7 p.m., Monday through IFriday.
TTY/TDD users should call 1-800-325-0778; or

e  Your State Medicaid Office.

What Are My Protections in This Plan?

All Medicare Prescription Drug Plans agree to stay in the
program for a full calendar year at a time. Plan benefits
and cost-sharing may change from calendar year to
calendar year. Each year, plans can decide whether to
continue to participate with the Medicare Prescription
Drug Program. A plan may continue in their entire service
area (geographic area where the plan accepts members) or
choose to continue only in certain areas. Also, Medicare
may decide to end a contract with a plan. Even if your
Medicare Prescription Plan leaves the program, you will
not lose Medicare coverage. If a plan decides not to
continue for an additional calendar year, it must send you
a letter at least 90 days before your coverage will end. The
letter will explain your options for Medicare coverage in
your area.

As a member of this plan, you have the right to request a
coverage determination, which includes the right to
request an exception, the right to file an appeal if we deny
coverage for a prescription drug, and the right to file a

grievance. You have the right to request a coverage
determination if you want us to cover a Part DD drug that
you believe should be covered. An exception is a type of
coverage determination. You may ask us for an exception
if you believe you need a drug that is not on our list of
covered drugs or believe you should get a non-preferred
drug at a lower out-of-pocket cost. You can also ask for an
exception to cost utilization rules, such as a limit on the
quantity of a drug. If you think you need an exception,
you should contact us before you try to fill your
prescription at a pharmacy. Your doctor must provide a
statement to support your exception request. If we deny
coverage for your prescription drug(s), you have the right
to appeal and ask us to review our decision. Finally, you
have the right to file a grievance if you have any type of
problem with us or one of our network pharmacies that
does not involve coverage for a prescription drug. If your
problem involves quality of care, you also have the right to
file a grievance with the Quality Improvement
Organization (QIO) for your state. Please refer to the
Evidence of Coverage (EOC) for the QIO contact
information.

What Is a Medication Therapy Management (MTM) Program?

A Medication Therapy Management (MTM) Program is a
free service we offer. You may be invited to participate in
a program designed for your specific health and pharmacy
needs. You may decide not to participate but it is
recommended that you take full advantage of this covered
service if you are selected. Contact Blue MedicareRx for
more details.



Section 2: Summary of Benefits

If you have any questions about this plan's benefits or costs, please contact Blue MedicareRx for details,

Prescription Drugs: Drugs covered under your Medicare Part D Prescription Drug Plan

The benefits described below are offered by Blue MedicareRx, a standard Medicare Part D plan supplemented with benefits
provided by your former employer.

Blue MedicareRx Plan

Tier 1
Tier 2
Tier 3

Tier 1
Tier 2
Tier 3

Tier 1
Tier 2
Tier 3

Initial Coverage Level

Generic Drugs
Preferred Brand Drugs
Non-Preferred Brand Drugs

Generic Drugs
Preferred Brand Drugs
Non-Preferred Brand Drugs

Generic Drugs
Preferred Brand Drugs
Non-Preferred Brand Drugs

You pay the following until your total yearly drug costs reach $2,850":

30-day supply
at a network Retail pharmacy

$10
$20
$35

90-day supply
at a network Retail pharmacy?

$30
$60
$105

Not all drugs on Tiers 1 and 2 are available at this extended day
supply. Please contact the plan for more information.

90-day supply
through network Mail-Order pharmacy

$20
$40
$70

Not all drugs on Tiers 1 and 2 are available at this extended day
supply. Please contact the plan for more information.
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Blue MedicareRx Plan

Coverage Gap After your total yearly drug costs reach $2,850, your former employer
provides supplemental coverage that will keep your copayments andfor
coinsurance as outlined above.

Your copayments andfor coinsurance will not change until you qualify for
Catastrophic Coverage.

Catastrophic Coverage After your yearly out-of-pocket drug costs reach $4,550:
Generics (including brand drugs treated as generic) $2.55
All other drugs $6.35

IAll covered drugs are on the Blue MedicareRx formulary/drug list.

Available at retail pharmacies that have agreed to allow members to fill 90-day supplies of their prescriptions.

General Information

In some cases, the plan requires you to first try one drug to treat your medical condition before they will cover another drug for
that condition.

Certain prescription drugs will have maximum quantity limits.
Your provider must get prior authorization from Blue MedicareRx for certain prescription drugs.

Covered Part D drugs are available at out-of-network pharmacies in special circumstances, including illness while traveling
outside of the plan's service arca where there is no network pharmacy. Your copayment and/or coinsurance at out-of-network
pharmacies is the same as at network pharmacies and depends on whether you purchase a Generic, Preferred Brand, Specialty or
Non-Preferred Brand drug. However, if you go to an out-of-network pharmacy, you are responsible for the difference between
the amount charged at the out-of-network pharmacy and what your plan would have paid at a network pharmacy.

The Medicare Coverage Gap Discount Program provides manufacturer discounts on brand name drugs to Part D enrollees
who have reached year-to-date “total drug costs” of $2,850 and are not already receiving “Extra Help.”

If you have reached year-to-date “total drug costs” of $2,850, your former employer provides supplemental coverage that will
keep your copayments and/or coinsurance in the Coverage Gap the same as what you pay in the Initial Coverage Level. Both
the amount you pay and the amount discounted by the manufacturer count toward your out-of-pocket costs and move you
through the Coverage Gap. 'T'he amount discounted by the manufacturer will count toward your out-of-pocket costs as if you
had paid this amount. Your Explanation of Benefits (EOB) will show any discounted amount provided.

Once your out-of-pocket costs reach $4,550, you will move to the Catastrophic phase and the Medicare Coverage Gap Discount
Program will no longer be applicable.

If you have any questions about the availability of discounts for the drugs you are taking or about the Medicare Coverage Gap
Discount Program in general, please contact Customer Care.



Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our health or drug plan. To get an
interpreter, just call us at 1-888-543-4917. Someone who speaks English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que pueda tener sobre nuestro
plan de salud o medicamentos. Para hablar con un intérprete, por favor llame al 1-888-543-4917. Alguien que hable espafiol le

podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: B{TRRMHERNWEIRRS , #PEHREXTEERHYWERENTAREE ., MREEZIHERRS , BXE
1-888-543-4917, BAINWF X ITEARBRESBHE, ZR-MELFRS.

Chinese Cantonese: ) ZAM e sl S5 O v BEAE AT BERY, 2 MM ER At 60 B A0 BIGRAR S . ZusBlilaiing, #EE
1-888-543-4917, FAMEErb SO0 N B S8 2 83T R b, 5B TH A IR A5,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga katanungan ninyo
hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami
sa 1-888-543-4917. Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos questions relatives a notre
regime de santé ou d'assurance-médicaments. Pour accéder au service d'interprétation, il vous suffit de nous appeler
au 1-888-543-4917. Un interlocuteur parlant Frangais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung tdi ¢6 dich vu théng dich mién phi dé tra 1i cdc cdu héi v chuong siic khoe va chuang trinh thudc
men. Néu qui vi can théng dich vién xin goi 1-888-543-4917 sé cé nhéan vién néi ti€ng Viét gilip d& qui vi. Pay Ia dich vu
mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Thren Fragen zu unserem Gesundheits- und
Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-888-543-4917. Man wird Ihnen dort auf Deutsch
weiterhelfen. Dieser Service ist kostenlos.

S52893_1346 Accepted 08072013
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Multi-language Interpreter Services

Korean: EAt= O|R 28 = oFZ H3of gHét S Eall Salak 28 50 MH|AZ XZsin RAELICH & MHIAE 0|83
AT T5H1-888-543-4917 OB BOla] FAAR. BH20{2 st HEAIF £oF £ B ReLIct Ol MHlAE FE2 2HE LD

Russian: Ecnuy Bac BO3HUKHYT BONPOCH! OTHOGHATENBHO CTPaxoBoro MNn MeAnKaMeHTHOTO NNaHa, Bbi MOXETEe BOCHAOMNb30RaTLES
HaLLMK BecnnaTHBIMU YCryramMu NepeBoaYMKoR. HTo6bl BOCNONb30BATLCS ycnyrami nepesog4uuka, No3BoHMTE HaMm No TesnedoHy
1-888-543-4917. Bam okaxeT NOMOLLL COTPY/IHUK, KOTOPbIN TOBOPUT NO-pycckn. JanHas yenyra Gecnnarxas.

Arabic: oo i@ Faak Uiad.:_)ce !quJtﬁ U(‘E!Utér’ dd‘lclc___fé &0 i(ﬁ iw@ds L_!L_!E:dd u._zldu.ac‘é ij Ga_gd ldi.:mjg;‘é d-{ﬁ{)‘. Jdcu-ajd E’_‘JLS Az B g g d(,ﬁu»
g Luses W ald gt g dis 1-888-543.4917, WS sp ST L al O al Idg e a3, ode Faab ezl is,

Hindi: wmemaﬁm$m:ﬁrmua#aﬁﬁﬁqwma#awaﬁa%aﬁmwwgm@aﬁm
t. v g WIgd we & A, au gat 1-888-543-4917 W B W, PS JIRAT o TG Serar § 3l Feg B wwar E T
Th Foh T §.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nostro piano
sanitario e farmaceutico. Per un interprete, contattare il numero 1-888-543-4917. Un nostro incaricato che parfa

Italianovi fornira 'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servigos de interpretagdo gratuitos para responder a quaiquer guestdo que tenha acerca do
nosso plano de satde ou de medicac8o. Para obter um intérprete, contacte-nos através do niimero 1-888-543-4917. Ird

encontrar alguém que fale o idioma Portugués para o ajudar. Este servigo € gratuito.

French Creole: Nou genyen sevis entéprét gratis pou reponn tout kesyon ou ta genyen konsénan plan medikal oswa
dwog nou an. Pou jwenn yon entéprét, jis rele nou nan 1-888-543-4917. Yon moun ki pale Kreyol kapab ede w. Sa a se

yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu odpowiedzi na
temat planu zdrowotnego lub dawkowania lekdw. Aby skorzysta¢ z pomocy tlumacza znajacego jezyk polski, nalezy
zadzwoni¢ pod numer 1-888-543-4917. Ta ustuga jest bezptatna.

Japanese: ALOOREHE fRBEDRIR &3S AT EET S I A DRIINC BE 29 B i TR O — AR H Y £4 &
To MRE T2 D01, 1-888-543-4917 W B EAE < SV, FAE A ST A BN LET, 2B Y 1 AT,
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The benefit information provided is a brief summary, not a complete description of benefits. For more information contact the
plan.

L.imitations, copayments, and restrictions may apply.
Benefits, formulary, pharmacy network, premium and/or co-payments/co-insurance may change on January 1 of each year.

You must continue to pay your Medicare Part B premium.

Please call Blue MedicareRx for more information about our plan.
Visit us at Groups.RxMedicarePlans.com or, call us:

Customer Care Hours:

Sunday, Monday, Tuesday, Wednesday, Thursday, Friday, Saturday
24 hours a day

Current members should call toll-free 1-888-543-4917. (T'T'Y/T'DD 1-866-236-1069)

Prospective Members, please contact your benefits administrator.

For more information about Medicare, please call Medicare at 1-800-MEDICARE (1-800-633-4227). '1"'I'Y users should
call 1-877-486-2048. You can call 24 hours a day, 7 days a week. Or, visit www.medicare.gov on the web.

If you have special needs, this document may be available in other formats.



Blue Cross and Blue Shield of Massachusetts, Inc., is an Independent Licensee of the Blue Cross and Blue Shield
Association.

Anthem Insurance Companies, Inc., Blue Cross and Blue Shield of Massachusetts, Inc., Blue Cross & Blue Shield of Rhode
Island, and Blue Cross and Blue Shield of Vermont are the legal entities which have contracted as a joint enterprise with the
Centers for Medicare & Medicaid Services (CMS) and are the risk-bearing entities for Blue MedicareRx (PDP) plans. The
joint enterprise is a Medicare-approved Part D Sponsor. Enrollment in Blue MedicareRx (PDP) depends on contract
renewal.

® Registered Marks of the Blue Cross and Blue Shield Association. ™ Service Mark of Anthem Blue Cross Blue Shield. ©
2013 Blue Cross and Blue Shield of Massachusetts, Inc.



